A 32-year-old man previously was diagnosed with sarcoidosis on the basis of bilateral lung infiltrates, hypercalcaemia, multiple renal calculi and an elevated serum angiotensin-converting enzyme level, all of which improved on corticosteroids. Nine months later he developed symptomatic, sputum-positive pulmonary tuberculosis and tuberculous lymphadenitis, which were successfully treated.
At his initial presentation, there was evidence of severe mitral regurgitation and moderate mitral stenosis complicated by severe pulmonary hypertension (Panels A and B).The medial halves of both mitral leaflets were immobilized by what appeared to be an infiltrative process with an associated pedunculated mass (Panels C -F, see Supplementary data online, Videos S1 and S2). The subvalvular apparatus and basal posterior wall were abnormal and presumed to represent a continuum of the infiltrative process. No clinical or laboratory features of infective endocarditis were present. Two years later, the morphology of the valve was unchanged except for the absence of the pedunculated mass, while the degree of pulmonary hypertension and mitral stenosis was worse. Cardiac catheterization confirmed the severe pulmonary hypertension was due almost exclusively to the severe mixed mitral valve disease. This haemodynamic abnormality was eliminated following successful mitral valve replacement.
Histology of the resected valve revealed features of chronic inflammation compatible with chronic rheumatic disease with no features suggestive of tuberculosis or sarcoid (Panel G). We postulate that the pedunculated mass might have represented nonbacterial endocarditis and that excessive scarring and chronic inflammation from untreated rheumatic disease resulted in this unusual morphological appearance of the mitral valve.
